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PATIENT INFORMATION 

 
NAME:________________________________________________________           M: [   ]     S: [   ]     D: [   ]    W: [   ] 

 

ADDRESS: ________________________________________________________________________   M: [   ]    F: [   ] 

 

CITY: _____________________________________         STATE: ________             ZIPCODE: _________________ 

 

DOB: _____/_____/_____    AGE: ______                          SS#:_________-_______-___________ 

 

HOME #:( ________ ) ________ - ____________                       CELL #:( ________ ) _________ - _____________ 

 

EMPLOYER______________________________                      WORK# (________)____________-______________ 

 

INSURED INFORMATION 
 

NAME: __________________________________________________________   RELATIONSHIP__________________ 

 

ADDRESS: ____________________________________________________________________    M: [   ]  F: [   ] 

 

CITY: ____________________________________           STATE:_________                 ZIPCODE: _______________ 

 

DOB: ______/______/______                         AGE: _______                    SS#: _________ - ________ - ____________ 

 

HOME #: ( ________ ) ________ - ___________                       CELL #: ( ________ ) ________ - ____________ 

 

EMPLOYER_______________________________   WORK# (_________)_________-____________ 

 

 

INSURANCE INFORMATION 
 

INSURANCE CO:_____________________________________         PHONE # (_______)__________-_____________ 

 

ID#_________________________________________________         GROUP #_________________________________ 

 

AUTHORIZATION #___________________________________         DATE OBTAINED:________________________ 
  

(IF YOUR INSURANCE COMPANY REQUIRES AUTHORIZATION AND YOU DID NOT OBTAIN ONE YOU WILL BE RESPONSIBLE FOR PAYMENT) 

 

 

EMERGENCY CONTACT 
 

 

NAME:_________________________________PHONE #_____________________RELATIONSHIP_________________ 

 

  

PLEASE READ, SIGN, AND DATE THE FOLLOWING PAGES AND RETURN TO THE FRONT DESK. 
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WELCOME TO MY PRACTICE! 

 
 

I WELCOME YOU AS A PATIENT AND APPRECIATE THE OPPORTUNITY TO PROVIDE YOU WITH MY SERVICES. I WANT YOU TO KNOW, FROM 
THE START, MY POLICIES AND METHODS OF PRACTICE.  

 

PRACTICE HOURS: MY HOURS VARY FROM DAY TO DAY, SO PLEASE ASK ME ABOUT SPECIFIC DAYS YOU NEED. 

 

APPOINTMENTS: PLEASE NOTE THAT 24 BUSINESS HOURS PRIOR TO YOUR APPOINTMENT IS REQUIRED FOR CANCELLATION.  NOTICE, I 

HAVE RESERVED THAT TIME SPECIFICALLY FOR YOU. MY OFFICE TELEPHONE NUMBER IS (480) 477-7793. IF YOU NEED TO CHANGE OR 

CANCEL YOUR APPOINTMENT A FULL CHARGE WILL BE MADE IF ADEQUATE NOTICE IS NOT GIVEN. 
 

ROUTINE DAYTIME TELEPHONE CALLS:  ALL PATIENTS ARE ENCOURAGED TO CALL IF THERE IS A PROBLEM. HOWEVER, PLEASE 

UNDERSTAND THAT YOUR CALL WILL BE RETURNED AT THE EARLIEST OPPORTUNITY AND THAT BECAUSE OF MY BUSY WORK SCHEDULE I 

MAY NOT BE ABLE TO RETURN THE CALL UNTIL THE END OF MY WORK DAY. IF I HAVE NOT RETURNED YOUR CALL BY THEN, PLEASE CALL 

BACK THE NEXT DAY AS THE VOICEMAIL SYSTEM MAY HAVE MALFUNCTIONED. 

 
EMERGENCY AFTER HOURS TELEPHONE CALLS: IF YOU NEED TO CALL AFTER HOURS, THE ANSWERING SERVICE WILL 

FORWARD YOUR CALL TO ME (OR THE DOCTOR ON CALL) AND APPROPRIATE ACTION WILL BE TAKEN. PLEASE NOTE THAT THERE MAY BE 
A CHARGE FOR THESE CALLS IF THEY ARE LENGTHY OR IF MORE THAN ONE CALL IS MADE. 

 
FEES AND PAYMENTS: I MAKE EVERY EFFORT TO KEEP DOWN YOUR COST OF MEDICAL CARE. YOU CAN HELP BY PAYING YOUR 

COPAYMENT OR BILL AT THE TIME OF SERVICE. YOU WILL BE CHARGED FULL FEE IF NOT COVERED BY INSURANCE FOR VISITS MISSED 
WITH LESS THAN ONE BUSINESS DAY’S NOTICE. YOU WILL BE CHARGED THE COPAYMENT IF COVERED BY INSURANCE FOR VISITS MISSED 

WITH LESS THAN ONE BUSINESS DAY’S NOTICE. DR. GOTTLIEB CHARGES $350 FOR NEW PATIENT INTAKES IF NOT CANCELLED WITH AT 

LEAST ONE BUSINESS DAY’S NOTICE SINCE ONE HOUR OF HIS TIME WAS RESERVED, AND WILL NOT RESCHEDULE NEW PATIENTS WHO MISS 
THEIR INTAKE APPOINTMENTS UNLESS THAT FEE IS PAID IN ADVANCE. 

 

DIVORCE/CUSTODY: THE PARENT AND/OR LEGAL GUARDIAN WHO BRINGS THE CHILD IN FOR MEDICAL SERVICES WILL BE 

RESPONSIBLE FOR ANY PAYMENT DUE AT THE TIME OF SERVICES. I DO NOT BILL THIRD PARTIES REGARDLESS OF WHAT THE DECREE OR 
CUSTODY DOCUMENTS INDICATE. PLEASE PROVIDE FULL CUSTODIAL DOCUMENTATION FOR RELEASE OF MEDICAL INFORMATION. 

 

AUTORIZATIONS: IF YOUR INSURANCE COMPANY REQUIRES TREATMENT TO BE PRE-AUTHORIZED, IT IS YOUR RESPONSIBILITY TO 

OBTAIN THIS. IF YOU DO NOT OBTAIN PREAUTHORIZATION AND YOUR INSURANCE COMPANY REFUSES TO PAY MY CHARGES, YOU WILL BE 
RESPONSIBLE FOR PAYMENT IN FULL 

 

INSURANCE:  I FILE INSURANCE CLAIMS FOR YOUR OUTPATIENT OFFICE VISITS. PLEASE REMEMBER FILING INSURANCE CLAIMS IS A 

SERVICE PROVIDED WITHOUT CHARGE, HOWEVER, IT DOES NOT RELIEVE YOU OF YOUR RESPONSIBILITY TO PAY ANY BALANCE OWED. IT 

REMAINS YOUR RESPONSIBILITY TO PAY CLAIMS IF MY SERVICES FOR ANY REASON ARE NOT COVERED BY YOUR INSURANCE COMPANY. 

                   
PRESCRIPTIONS AND RENEWALS: ALL PRESCRIPTIONS AND AUTHORIZATIONS FOR RENEWALS SHOULD BE REQUESTED DURING 

YOUR USUAL OFFICE HOURS, AND NOT BY TELEPHONE UNLESS AN EMERGENCY. 

 

CONFIDENTIALITY:  ALL INFORMATION YOU PROVIDE TO ME IS CONFIDENTIAL, WITH YOUR WRITTEN CONSENT REQUIRED FOR 

RELEASE OF ANY INFORMATION. PLEASE REMEMBER THAT IF YOU ARE BILLING INSURANCE COMPANY FOR YOUR TREATMENT YOU 
ALREADY HAVE SIGNED A RELEASE TO ALLOW ME TO COPY YOUR MEDICAL RECORDS TO YOUR INSURANCE COMPANY SO THAT THEY 

MAY DETERMINE THAT MEDICALLY APPROPRIATE AND/OR NECESSARY TREATMENT IS BEING RENDERED. OTHER EXCEPTIONS OCCUR FOR 

MINORS AND FOR THOSE WHO POSE AN IMMINENT DANGER TO THEMSELVES OR OTHERS. ALSO, INFORMATION MAY BE SHARED, IF 

NECESSARY, WITH AN ON-CALL DOCTOR.  

             

I UNDERSTAND THESE CLINIC POLICIES AND AGREE TO FOLLOW THEM 

 

 

PATIENT________________________________________________                   DATE___________________________________ 

 

 

RESPONSIBLE___________________________________________                   DATE___________________________________ 

PARTY 
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GENERAL CONSENT TO TREAT 
                                                           

 

 

I, the undersigned, hereby request and consent to treatment rendered by Dr. Gottlieb. I understand that this consent is for voluntary 

treatment on an out-patient basis.  I understand that as a voluntary out-patient, I am free to review my treatment plan, and that if I 

disagree with any aspect of it my clinician will try to offer an acceptable alternative treatment plan.  Should he insist that no 

reasonable alternative exists and I still refuse the recommended treatment, I understand that Dr. Gottlieb may elect to withdraw his 

services or refer me to another clinician, psychiatrist or mental health professional. I also understand that I retain the right to refuse 

any recommended medication, and/or any lab test ordered. I understand that my treatment may be for an emotional, psychological, or 

relationship problem for which I may be prescribed therapy, medication, counseling, psychological testing, or any of the above in 

combination.  I hereby consent to follow treatment suggestions, or to directly inform Dr. Gottlieb of my objections to doing so if any. 

 

By signing this consent I am agreeing to report any suicidal or homicidal feelings to Dr. Gottlieb.  I hereby agree to call him or his 

backup doctor should my suicidal or homicidal feelings intensify to the point that I feel unable to prevent myself from acting on them. 

I further understand that Dr. Gottlieb may suggest I enter a hospital at that time for my own protection or for the protection of others.  

In such a case I understand I will be asked to voluntarily agree to hospitalization. Should I refuse admission as recommended at that 

time for any reason, I understand that Dr. Gottlieb may contact the public mental health authority and/or the local police department to 

institute an involuntary hospitalization for your safety.  

 

I understand that Dr. Gottlieb desires to permit the maximum amount of freedom possible in the treatment process. Only under 

extreme circumstances in which I present a danger to myself, a danger to others, or if I have a psychiatric illness that causes me to be 

unable to provide for my own food, shelter or clothing might Dr. Gottlieb institute involuntary treatment. Should I choose to act on 

self-destructive feelings without first reporting them as agreed herein, or without allowing myself to be hospitalized, I understand that 

I have violated this consent and that Dr. Gottlieb may choose to withdraw his services or refer me to another psychiatrist.     

 

I understand and acknowledge that I am responsible for all charges incurred by me (or any person that I am responsible for) due to 

services rendered.  I understand that I will be given a complete accounting of all charges incurred and billed, and hereby agree to pay 

said charges promptly and completely after receiving my bill unless a special written payment agreement is offered by Dr. Gottlieb.  I 

also hereby agree to pay any charges incurred as a result of services rendered by his on-call physician to that doctor should that doctor 

choose to bill for his or her time. 

 

I understand that even though Dr. Gottlieb has agreed to bill my insurance company for my out-patient charges, it remains my 

responsibility to make sure the bill is paid within a reasonable length of time.  If my insurance benefits are paid directly to me instead 

of to Dr. Gottlieb, upon receipt of said payments I hereby agree to properly endorse the checks and send them to his office.  If for any 

reason any portion of my bill is not paid by my insurance company, I further agree to make prompt arrangements for payment in full 

of the balance. 

 

 

 

 

 

 

______________________________________________________        ____________   

Patient's Signature                                                  Date                                                                                           

 

 

______________________________________________________        ____________    

Responsible Relative's Signature                           Date                                                                      

 

 

______________________________________________________       ____________     

Witness                                                                    Date                             
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Coordination of Care between Health Care Providers and Release of Information 
Communication between behavioral providers and your primary care physician (PCP), other behavioral health providers and/or facilities 

is important to ensure that you receive comprehensive and quality health care. This form will allow your behavioral health provider to 

share protected health information (PHI) with your other provider. This information will not be released without your signed 

authorization. This PHI may include diagnosis, treatment plan, progress, and medication, if necessary. 

Patient Rights 

• You may end this authorization (permission to use or disclose information) any time by contacting the practitioner’s office. 

• If you make a request to end this authorization, it will not include information that may have already been used or disclosed based on 

your previous permission. For more information about this and other rights, please see the applicable Notice of Privacy Practices. 

• You will not be required to sign this form as a condition of treatment, payment, enrollment, or eligibility for benefits. 

• You have a right to a copy of this signed authorization. 

• If you choose not to agree with this request, your benefits or services will not be affected. 

Patient Authorization 

I hereby authorize the name(s) or entities written below to release verbally or in writing information regarding any medical, mental 

health and/or alcohol/drug abuse diagnosis or treatment recommended or rendered to the following identified patient. I understand that 

these records are protected by Federal and state laws governing the confidentiality of mental health and substance abuse records, and 

cannot be disclosed without my consent unless otherwise provided in the regulations. I also understand that I may revoke this consent 

at any time and must do so in writing. A request to revoke this authorization will not affect any actions taken before the provider receives 

the request. This consent expires in six (6) months from the date of my signature below unless otherwise stated herein. 

 

I the undersigned, hereby allow my Dr. Gottlieb and his/her office assistants to contact the following individual or agency: 

 

________________________ _____________________________________ __________________________ 

Healthcare Provider Name         Address         Telephone 

 

I understand the purpose is to exchange important information for diagnostic and/or therapeutic reasons. Information 

authorized to be exchanged includes only the following: 

 

[   ] Psychological test results                                              [   ] Vocational test results 

[   ] Psychiatric hospital records                                                            [   ] Medical hospital records 

[   ] Out-Patient treatment report                                              [   ] Laboratory test results 

[   ] Psychotherapy notes                                                          [   ] Other:_______________ 

 

Date consent given: _____/_____/_____                     Expires:______/______/______ 

Print patient name_______________________________________________________________ 

Date of  birth _______________________     Last 4 digits of Social Security # ______________ 

 

______________________________________       _____________________________________ 

Patient or Legal Guardian                                                   Witness 

 

[  ] I hereby refuse to give authorization for any release of information 

 

Consent revoked this _________day of _________________, 20_______ 

______________________________      __________________________ 

Patient                                                  Witness 
I understand that my records are protected under Federal (42 CFR Part 2) and/or state confidentiality regulations. Upon revocation of authorization, further release of 
information shall cease immediately. File copy is equivalent to the original. This release of information expires in (30) days following completion or termination of 

treatment, whichever is later. If information that is released relates to substance abuse treatment, these records confidentiality is protected by Federal Law. Federal 

regulations (42 CFR Part 2) prohibit anyone who receives these records from any further disclosure of it without specific written consent to the person to whom it pertains. 
A general authorization for the release of medical information is not sufficient to release substance abuse records. The Federal Rules restrict any use of the information 

to criminally investigate or prosecute any substance abuse patient. State laws may also protect the confidentiality of patient’s records. 
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Policies and Procedures:  Privacy Protection 
 

I. General Policy 

 It is the policy of this clinic and all clinicians who practice herein to work diligently to protect the privacy of all patients.  

 Clinicians shall always release the Minimum Necessary information when sharing Protected Health Information, as defined 

 by the Health Insurance Portability and Accountability Act (HIPAA).  Information disclosed shall be categorized according 

 to its sensitivity level.  Only the lowest level of information required by requesting parties to meet their legitimate needs shall 

 be released.  Reasonable safeguards shall also be in place to prevent the incidental disclosure of protected information. 

 

II. Protected Health Information 

 Protected Health Information is defined herein as personally identifiable medical and psychological records maintained on 

 patients of this clinic as required by state and federal laws.  Psychological records shall have a higher level of privacy 

 protection than medical records, shall be kept in a special section of the medical chart, and shall never be released without a 

 signed consent from the involved patient. 

 

III.  Who May Request Protected Health Information 

 Medical and Psychological Clinicians, Office Staff, and Business Associates shall act in compliance with HIPAA regarding       

 the release of Protected Health Information to all requesting parties, including the following: 

 

 A. The Patient 

  Under HIPAA, patients may now request copies of their medical records.  Upon review, patients may also place an  

  addendum in their files if they believe their records contain significant errors or omissions.  Although patients have  

  the right to request copies of their record, clinicians have the right to charge patients a reasonable fee to cover  

  photocopying expenses.  Finally patients have the right to request a list of all parties who have to date requested a  

  copy of their medical records. 

 B. The Patient’s Family 

  Under HIPAA clinicians shall communicate with the patient’s family only the minimum necessary information. 

 C. Managed Care and Insurance Companies 

  Managed Care and Insurance Companies may request protected information in order to authorize medically  

  necessary treatment or to verify benefits.  Clinicians shall attempt to release the minimum necessary information to  

  enable the successful completion of these tasks.  However, should a dispute emerge between clinicians and these  

  companies about what constitutes the minimum necessary information, clinicians shall inform the patients about the  

  dispute and shall five patients the right to refuse to release a higher level of protected information.  In such a case  

  patients shall be informed that their refusal may result in non-payment of services by their insurance company, and  

  that they shall be responsible to pay for treatment themselves. 

 D. Other Medical and Psychological Professionals 

  Medical and mental health professionals requesting protected information shall be asked to specify the minimum  

  necessary information they require, and shall be given the same. 

 E. Attorneys 

  Legal professionals requesting protected information shall be asked to specify the minimum necessary information  

  they require, and shall be given the same. 

 F. Business Associates 

  Clinicians’ business associates requesting protected information shall be asked to specify the minimum necessary   

  information they require, and shall be given the same. 

 

IV. Levels of Intentional Disclosure 

 

 Level 1: Dates of Service, Billing Information, and Name of Treating Clinician.  No consent needed. 

 Level 2: Level 1 Information, plus Diagnosis and Treatment Method(s).  Patient consent needed. 

 Level 3: Level 1 and Level 2 Information, plus Intake Evaluation and Medical Notes.  Patient consent needed. 

 Level 4: Levels 1, 2, & 3 Information plus Psychotherapy Notes.  Patient consent needed. 
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V. Incidental Disclosures 

 Incidental Disclosures are defined herein as unintentional disclosures that may naturally occur in the everyday practice of 

 medicine and Psychotherapy.  Clinicians and office staff shall employ Reasonable Safeguards, as defined by HIPAA and as 

 described below. 

 

 A.  Waiting Room Procedures: 

        Patients may sign in on the form provided by the clinic in order to inform office staff of their arrival time.  However, to  

       reasonably safeguard against confidentiality breaches, patients may choose to write only their first name on the form.      

       Clinicians and office staff shall refrain from discussing protected information with patients and/or their families in the    

       Waiting Room where other patients or persons may inadvertently overhear this information. 

  

 B.  Front Office Procedures: 

       Patient Charts shall be kept either in locked cabinets in the administrative office area, or in locked cabinets in clinician    

       on the front office side counter so clinicians can retrieve them.  Reasonable Safeguards to protect patient privacy shall be    

       employed.  Filing Cabinets holding patient charts shall be monitored by the office staff during regular business hours, and   

       locked when the office is closed.  Patient Charts left on the counter for clinicians will be placed face down, with the    

       patient’s names concealed from view.  All charts shall be refilled in locked cabinets by the end of regular business hours.  

         

       Clinicians and office staff shall also follow special front office procedures as listed below: 

  

  1)  Telephone Procedures: 

        Clinicians and office staff may leave messages for patients on answering machines and voice mails at phone  

        numbers provided by the patients.  Clinicians and office staff may also leave messages with persons other than  

        the patient.  Reasonable Safeguards to protect patient privacy when leaving messages shall be employed.   

        Persons leaving messages shall leave the minimum necessary information such as name, preferred return call  

        phone number and information authorized by the patient at intake to release when leaving phone messages. 

 

  2)  Fax Procedures: 

        All faxes containing Protected Health Information shall be sent with a disclaimer notice regarding the   

        confidentiality of the information being sent, in accordance with HIPAA regulations. 

 

  3)  Marketing Procedures: 

        No Protected Health Information shall be used for marketing procedures by clinicians, office staff, or business  

        associates, in compliance with HIPAA 

 

By signing below, I hereby acknowledge that I have read, understand, and accept the above privacy protection policies and 

procedures as required by The Health Insurance Portability and Accountability Act (HIPAA). 

 

 

 

 

  ____________________________________________ 

    Patient 

 

 

 

  ____________________________________________ 

    Legal Guardian 

 

 

 

  ____________________________________________ 

    Witness 

                     
 

 

 


